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 While rates of uninsured have dropped in the United States, The Latinx 
population continues to suffer from the highest proportion of the uninsured (KFF 2016). 
Obstacles persist for Latinos/Latinas, even though health coverage appears to be at its 
peak. The purpose of this paper is to investigate the experiences of Latinx in the Greater 
Boston Area, who are eligible under the Affordable Care Act and/or state-subsidized 
health care. The focus of this investigation is the subsidized health plan enrollment 
process and health care experiences of those who are eligible and interested in enrolling. 
This includes obstacles to signing up for health plans offered on the state health care 
exchange, Latinx perceptions of and their experiences with the ACA and the 
HealthConnector, and how subsidized health care influences their perceptions 
surrounding access to care. To capture a more accurate image of the Latinx experiences 
with state-subsidized healthcare, this paper also explores the 2017 political climate, the 
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Latinx (noun): A person of Latin American origin or descent (used as a gender 
neutral or non-binary alternative to Latino or Latina). 
(Oxford English Dictionary 2017) 
  
I worked as a medical scribe in an emergency room when I overheard two 
physicians discussing the complications involved with health insurance in emergency 
medicine. They complained that many Latinx patients use the emergency room as their 
primary care provider because they do not have health insurance. They felt helpless 
because not only were they unable to provide a complete physical examination in that 
setting, but also because they could not treat insurance-less patients the same way that 
they would treat others. Overall, they were upset that the health insurance system 
impeded their process of treating those in need. Now, I was aware of the power that 
health insurance had over an individual’s health. However, this was the first time that I 
realized the true extent of the influence of health coverage. 
 This event ignited my desire to uncover the faults in the healthcare system. I 
enrolled in the Medical Anthropology and Cross-Cultural Practices program at the 
Boston University School of Medicine and discussed my interests with my advisors. 
While I could not investigate the healthcare practices in relation to health insurance, I 
could begin to gain an understanding of the health disparities in different populations — 
specifically the Latinx. As a fluent Spanish-speaker, I was able to speak with the Latinx 
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community in Boston to better understand why these disparities persist, even with the 
implementation of new health insurance policies in Massachusetts.  
 Through the faculty at my program and our connection to Boston Medical 
Center’s Department of Family Medicine, I acquired an internship at a community 
healthcare center in the Greater Boston Area. The healthcare center nestled in a 
neighborhood that had a high population of Latinx and Vietnamese immigrants. These 
demographics were thus paralleled within the healthcare center itself. This neighborhood 
has one of the lowest median household incomes in Boston but the healthcare center 
stood out as an updated, welcoming, community hub. It seemed like a state-of-the-art 
facility, and it underwent even more renovation throughout my time there. This was a 
rich environment, where I spent a large amount of my time over the upcoming year. This 
location, which I will refer to as HealthMart became my fieldwork site.  
 I chose the name HealthMart because at first glance, it reminded me of one of my 
favorite shopping locations, where I can find anything on my shopping list, from 
groceries to electronics: Walmart. Although I later realized that a comparison to Walmart 
does not allow one to truly grasp the feeling of community that exists within HealthMart, 
it is a good place to start. HealthMart is a location where some patients can receive every 
healthcare-related appointment they need in one day. A mother can arrive in the morning 
and have a physical exam, take her child to the pediatrics, visit the OB-GYN, leave her 
child at basketball practice, attend a wellness group, have a cavity filled, pick up her 




I suddenly feel my face flush, followed by a hot flash. I walk through the front 
doors of HealthMart, realizing that this was the first of many times that I would 
be on my own. It felt like just yesterday I was sitting in an undergraduate 
anthropology class, worrying about simple tests and papers. Now, I am 
independently conducting a fieldwork study. Anne greets me at the security desk 
with a warm smile. She is much younger and more casual than I expected, and 
suddenly, my nerves calm. She gives me a tour of the extensive building, leaving 
no corridor behind. The tour does not feel rushed, but we keep a regular walking 
pace throughout building. She abruptly stops in a secluded hallway, near the 
group meeting rooms. Anne points to several large, framed photographs of the 
HealthMart building. The first image shows HealthMart’s original facility in 
black and white, roughly the size of a townhouse, while the last image shows 
HealthMart’s current facility, about the size of a small university building. Every 
photo in between depicts its evolution over time. In a sincere tone, Anne tells me 
about this building’s importance to the neighborhood throughout the years. This 
is the only time we stop on the tour until we reach the office where I receive my 
I.D. badge. 
        -Fieldnotes, 2016 
 
Anne1 was my supervisor at HealthMart and later became my key informant. 
Although she was young and worked in the administrative wing of the healthcare center, 
Anne had a profound respect and admiration for the history of HealthMart. This fact was 
clear during the pause in our tour, and it became even more clear throughout our future 
interactions and projects. Every assignment given to me intended to improve the 
experiences of the community center’s visitors. For example, Anne once asked me to 
spend a day observing the individuals entering and navigating the HealthMart halls. For 
about two weeks, she identified areas where patients lose their way, especially those who 
cannot read the signs in English. She proposed that the community center allocate 
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resources to include more color-coding and symbols for non-English speaking 
immigrants — and she made it happen. 
After several months, Anne introduced me to Sophia2, a financial counselor at 
HealthMart. Sophia’s role is to help enroll patients in health insurance programs, and 
assist them in keeping their applications up-to-date. I shadowed Sophia roughly every 
week for two months. She allowed me to sit in on her meetings, while she assisted 
patients in their enrollment and applications. She would notify me when she had meetings 
with Latinx patients, so that I could conduct research for my study. The exchanges 
between Sophia and her clients provided me with most of my participant observation, and 
it allowed me to gain an understanding of some of the barriers faced by Latinx 
immigrants.  
Over the course of a year, I developed an admiration for the rare devotion that the 
community center has for its neighborhood. Patients even carpooled massive distances 
just to continue their care at HealthMart. It is just a small testament to the value that these 
individuals place on a resource such as this. It seemed that the patients’ needs always 
came first in the HealthMart bubble, especially those with more barriers to healthcare. 
Sadly, this is not always the case elsewhere. And yet, even at a place like HealthMart, in 
a state like Massachusetts, clear disparities persist. 
I set out to answer what are the healthcare experiences of Latinx immigrants with 
subsidized health insurance, living in the Greater Boston Area? How does the 
HealthConnector system affect the lived experiences of Latinx immigrants? 
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Massachusetts is a unique state, with low uninsured rates, an all-in-one online portal for 
subsidized healthcare, and a higher proportion of U.S. citizen Latinx (Puerto Ricans) than 
other nationalities. In this thesis, I will argue that while Massachusetts’ health insurance 
system leads the way among U.S. states in reducing the number of uninsured, barriers 
remain, and new barriers arise for Latinx immigrants within the enrollment process. I also 
argue that some of these barriers were especially exacerbated by the political climate at 
the time of my research. 
In the following chapter, I will discuss the foundation of my study, including 
previous research relating to Latinx immigrants and/or health policy. I will highlight gaps 
in research to show where health policymakers might be able to deploy these findings to 
fill gaps. It will also provide the foundation for theoretical frameworks I apply to analyze 
my findings. With a brief history of healthcare reform in Massachusetts and the political 
climate of 2017–2018, the background chapter will provide the reader with all the 








Alien (adjective):  
1 Belonging to a foreign country. ‘an alien culture’ 
2 Unfamiliar and disturbing or distasteful. ‘principles that are alien to them’ 
(Oxford English Dictionary 2017) 
Latinx in Massachusetts 
As I began a social science master's program housed at the Boston University 
School of Medicine, I moved to the South End, a predominantly Latinx 
neighborhood in Boston, near a grocery store called Tropical Foods and not far 
from community health centers and a safety net hospital. Moving from Miami, 
where I frequently used my Spanish, as a first-generation U.S. citizen born of 
Cuban parents, I felt out of place in Boston. However, I was quickly exposed to 
the Boston Latinx population when I visited the grocery store for the first time. 
Few employees spoke English, and I was comforted by the abundance of Pilón 
coffee and Goya Cuban crackers - two staples of the Miami Cuban community, 
and two items frequently found in my mother’s pantry. I soon realize why my 
program faculty are excited about my plans to recruit Latinx participants for a 
study on experiences of enrollment in the Massachusetts HealthConnector.  
– Fieldnotes, 2016 
 
While Massachusetts is famously known for its large population of Irish ancestry, 
after a mass immigration during the Potato Famine in 1846 (History.com Staff 2017), the 
state also has a high proportion of Latinx residents: 11.5% as of July 1, 2016 (“U.S. 
Census Bureau 2017). With an anti-immigrant rhetoric in the United States, the identity 
of Latinx immigrants and their place in the social field has a profound impact on their 
access to healthcare. Social field, as described by Pierre Bourdieu, refers to the context in 
which individuals navigate social structures and hierarchies (Bourdieu 1993). Their 
identities are shaped by their interactions in a new environment, and they must adjust 
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themselves to meet the expectations of policymakers, healthcare organizations, and U.S. 
citizens. Their social capital, economic capital, and cultural capital determine their ability 
to access the resources of their new home. These forms of capital are a sort of “currency” 
in a social field. In this context, social capital refers to a network or group that can 
provide resources to a Latinx immigrant. Cultural capital can mean to possess the 
qualities and behaviors desired in the United States. Economic capital indicates things 
that can be exchanged within the economic framework of an immigrant’s society 
(Bourdieu 1993). 
The origin demographics within the Latinx population differ from the national 
average: 
 
Table 1. Hispanic origin demographics in the U.S. (López and Stepler 2016) 
 
The left of the table shows the national average, while the right side shows the 
specific demographic breakdown in Massachusetts. The highest number of Latinx 
inhabitants come from the two Caribbean islands of Puerto Rico (a territory of the United 
States) and the Dominican Republic, meaning that a larger proportion of Massachusetts 
Latinx are citizens compared to states where the proportion of Puerto Ricans is less. Of 
the three interview participants who took part in my research, one was from Puerto Rico 
one was from the Dominican Republic, and one was from Guatemala.  
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All Latinx immigrants are often categorized together, but their country of origin 
has a profound impact on their identity, capital, and ultimately, their access to health care. 
For example, a U.S. immigrant from a distant U.S. territory may arrive with more cultural 
capital or social capital than an immigrant from a different country. Thus, the experiences 
of different Latinx people varies widely. This is even more apparent in a state like 
Massachusetts, where over half of the Latinx population is of Puerto-Rican descent.  
The migration of Puerto Ricans to the U.S. mainland has grown considerably 
since 2000, and the Northeastern states are some of the more common destinations of 
migration, where Puerto Ricans often make up a higher proportion of the Latinx 
population (Cohn, Patten, and Lopez 2014). These states include New York and New 
Jersey, where Puerto Ricans make up 33% and 29% of the Latinx population respectively 
(Brown and Lopez 2013). Puerto Ricans make up over 50% of the Latinx demographic in 
Massachusetts, compared to the national average of 14.1% (Stepler and Brown 2016). 
They are citizens of the United States, providing different levels of access that other 
Latinx immigrants do not, as an individual’s citizenship status is a major determinant in 
the level of healthcare access they receive. While a U.S. citizen from Puerto Rico is 
inherently eligible for federally subsidized health insurance, Latinx immigrants from 
other countries must be granted some form of legal status to be eligible for health 
insurance (HealthCare.gov 2018). It is difficult to obtain legal status in the United States, 
with the easiest method being through marriage. However, even a green card does not 
grant the same access as U.S. citizenship.   
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Thus, while the numbers may seem as though Latinx are thriving under the 
Massachusetts healthcare system, they may be skewed by the high population of Latinx 
immigrants who arrive as U.S. citizens. These (majority of) Latinx immigrants have 
immediate access to MassHealth, whereas a Latinx population in a state such as Arizona, 
where 91% of the demographic is Mexican, will encounter more barriers to accessing 
healthcare (Brown and Lopez 2013). Thus, it is no surprise that the Latinx uninsured rate 
in Arizona is 19%, compared to the national average of 17%.  
 
 
Table 2. Percent of Hispanics in poverty compared to non-Hispanic. (Pew Research 
Center, 2016)  
 
Table 3. Percent of Hispanic homeowners compared to non-Hispanic. (Pew 





Table 4. Hispanics as percent of all K–12 students. (Pew Research Center, 2016)  
 
Table 5. Main language spoken at home in Hispanic population. (Pew Research 
Center, 2016)  
 
Data from the Pew Research Center (2016) show disparities in income, 
homeownership, education, and language proficiency for Latinx in the United States. 
Each of these disparities play a major role in health insurance accessibility and eligibility. 
Income, or economic capital, determines eligibility for certain plans, as well as financial 
freedom to take time off work to visit a healthcare provider. Homeownership may 
influence the ability to prove residency for access to health insurance, and it is also a 
form of economic capital. Education can provide cultural capital as well as social capital, 
and it determines an individual’s ability to navigate the complexities of the MassHealth 
system. Language proficiency determines whether the HealthConnector will confuse an 
enrollee in English or in Spanish. 
Even with these obstacles, Massachusetts has one of the best health insurance markets 
for Latinx consumers, as Massachusetts health reforms have increased and improved 
Latinx healthcare access and quality. This was determined by an increase in percent 
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insured for Latinx in Massachusetts (access), as well as an increase in the likelihood of 
having a regular care provider (quality) (Maxwell et al. 2011).  Massachusetts’ healthcare 
reform over the last twenty years placed the state in a league of its own for health 
insurance coverage. To put the numbers into perspective, Massachusetts ranked number 
one in the U.S. in percent uninsured (for Whites) at 1.90%. Yet, they also ranked number 
one in the smallest change of uninsured after Obamacare at -1.87%. This means that the 
reforms put in place before Obamacare had already been enough to make Massachusetts 
one of the best states for health insurance coverage (Kiernan 2017) However the increase 
in coverage for non-Latinx Whites was more than double that of Latinx individuals, 
showing that disparities remain (Maxwell et al. 2011). 
Healthcare Reform in Massachusetts 
In 1996, the United States Congress passed the Health Insurance Portability and 
Accountability Act (HIPAA). This policy protected health insurance consumers from 
losing coverage, due to various reasons, such as losing their jobs or preexisting medical 
conditions. Shortly afterward, Massachusetts created the MassHealth program, to 
efficiently register residents under Medicaid (Fertig 2014). This was the first step along a 
path toward becoming the state with the fewest uninsured residents in the nation.  
 Hospitals in the Greater Boston Area have implemented ways of improving 
coordination of care with community health centers. They established networks of 
community health centers affiliated with larger hospitals, dedicated to providing quality 
care in urban areas. The purpose of this network is to not only provide quality and 
coordinated care, but also to support a wide area of affiliated healthcare providers, so that 
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patients may continue their competent care at any of the locations in the Greater Boston 
Area. HealthMart, where I conducted my research, along with countless other 
neighborhood health centers, is a part of these networks in the Greater Boston Area, 
improving patient access across the city. 
 In 2006 Massachusetts Governor Mitt Romney enacted The Massachusetts Health 
Care Reform, later nicknamed “Romneycare,” designed to facilitate universal health 
coverage for all residents, and created the Commonwealth Health Insurance Connector 
(Focus on Health Reform 2012), a precursor to the HealthConnector used today, post-
ACA. The Massachusetts HealthConnector, still in use today, was intended to allow 
Massachusetts residents to find both subsidized and unsubsidized forms of private health 
insurance plans, as well as to sign up for Medicaid if eligible. Romney’s reform also 
increased Medicaid coverage of families by up to 150% of the federal poverty level 
(Focus on Health Reform 2012), long before Medicaid expansion in the ACA. Surveys 
used to determine the short-term effects of coverage after the implementation of 
Romneycare concluded there was a dramatic increase in the percentage of the population 
covered by health insurance. Moreover, the research found that the Hispanic population 
had the greatest decrease in uninsured individuals, yet still retained the highest 
percentage of uninsured residents of all demographic groups (Morbidity and Mortality 
Weekly Report 2010).  
While many other states did not even attempt universal coverage, Massachusetts, 
which began providing state-subsidized health coverage earlier than most, has the lowest 
number of uninsured people in the United States (Kiernan 2016). This is largely due to 
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the combination of the federal government’s Medicaid program (administered in 
Massachusetts by MassHealth) and Massachusetts’ additional state-sponsored program, 
Commonwealth Care, which provides subsidized insurance for individuals whose 
incomes otherwise make them ineligible for Medicaid but who are typically unable to 
afford private insurance without a subsidy, and do not have access to, or cannot afford the 
premiums of, employer-provided coverage. The Massachusetts Health Policy 
Commission (HPC), along with the MassHealth organization, determine eligibility and 
administer plans for consumers. The HealthConnector, which oversees enrollment, a, 
hotline and website (online portal), allows Massachusetts residents to apply for 
MassHealth or subsidized insurance through a Commonwealth Care, depending on their 
household incomes. All three of these elements have undergone significant changes, and 
even name changes, since Massachusetts began its own health care reform in 1996, when 
they expanded state Medicaid coverage and dubbed it “MassHealth” (Fertig 2014). 
 
Uninsured Rates for the Nonelderly by Race/Ethnicity 
 
Table 6. Uninsured rates by race/ethnicity. (KFF, 2016) 
Percent Change in Uninsured in Massachusetts (Hispanic) 
 
Table 7. Percent change in uninsured in Mass. for Hispanics. (KFF, 2016) 
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These images illustrate that Latinx face the highest uninsured rate in the nation, and that 
healthcare reform in Massachusetts reduced that rate by 33% (KFF 2016).  
Given Massachusetts’ long history of healthcare reform, as a state it was well-
prepared for the federal implementation of the Affordable Care Act, passed in 2010. The 
ACA expanded Medicaid to cover up to 138% of the federal poverty level. This meant 
that many Massachusetts residents who were previously enrolled in CommonwealthCare 
(which required premium payments), became eligible for MassHealth (Medicaid) without 
premiums (Focus on Health Reform 2012). The implementation of the Affordable Care 
Act provided increased federal funds to the state of Massachusetts for the MassHealth 
program, and for the HealthConnector. Because healthcare is one of the most expensive 
areas of government funding, increased federal reimbursement for state insurance 
programs was undoubtedly the most significant change under the Affordable Care Act.  
Yet, there was one hiccup with the implementation of the ACA in Massachusetts: 
technical difficulties with the HealthConnector. The enrollment program could not 
transfer many of the patients from Commonwealth to MassHealth, causing them to 
remain on the Commonwealth plan for longer than anticipated, draining the 
Massachusetts government of millions of dollars (Blumenthal and Cohn 2015). However, 
once this issue was settled, Massachusetts continued to hold the title of the state with the 
lowest uninsured population.  
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Eligibility and HealthConnector 
 
Table 8. ConnectorCare plan types. (ConnectorCare 2016) 
Various tiers under ConnectorCare (2016). Consumers with higher incomes qualify for 
plan types 2 and 3. Benefits also vary, depending on the plan insurer. 
 
 All health insurance applicants who want subsidies must apply for subsidized 
health insurance on the Massachusetts HealthConnector portal at . This site uses one 
common application for both MassHealth and subsidized plans through ConnectorCare. 
The ConnectorCare plans include, depending on eligibility and location, Ambetter from 
CeltiCare Health, Boston Medical Center HealthNet Plan, Fallon Health, Health New 
England, Minuteman Health, Neighborhood Health Plan, and Tufts Health Plan 
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(Connector 2017). The application system determines a consumer’s eligibility through 
the information they provide, and it provides the consumer with a list of plans that fit 
their income and likely subsidy. The open enrollment for the following calendar year is 
from November 1–January 23, however, a participant might be able to apply at any time 
of the year if they qualify for MassHealth or a ConnectorCare plan for the first time 
(Connector 2017). As shown in the screen-grab below, the online HealthConnector 
application is only available in English. A Spanish-speaking applicant would have to 
click on a small globe icon on the first page of the application, which would allow them 
to select between English and Spanish. Upon clicking Spanish, a small pop-up window 
instructs them to call the HealthConnector assistance line to apply for coverage over the 
phone (Massachusetts Health Connector 2017). 
 
Figure 1. Attempting to use HealthConnector in Spanish. (HealthConnector, 2017) 
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In order to be eligible for MassHealth (the state’s Medicaid and CHIP3), 
applicants must be able to prove residency in the Commonwealth of Massachusetts, and 
must be a U.S. citizen, though some special exceptions and eligibility categories cases 
apply for non-citizens with lawful permanent residency (Massachusetts Law Reform 
Institute 2015). Applicants typically cannot have a family income above approximately 
133% of the Federal Poverty Level (FPL): certain circumstances, such as childhood, 
pregnancy, new disability, and HIV diagnosis expand this limit (BMCHP 2017). In 2018, 
this annual salary was equivalent to $16,152 for a single person and $33,384 for a family 
of four. If an applicant is an undocumented immigrant, they may qualify for a 
“MassHealth Limited” plan, which only provides emergency healthcare services (Center 
for Health Law and Policy Innovation 2013). Finally, an applicant may qualify if they 
would have access to employer-provided health insurance but it would require them to 
spend more than 9.5% of their income per year on health care (The Commonwealth of 
Massachusetts 2013). While proof of residency is required, I was informed by a public 
health professional that there are local resources to assist Massachusetts residents who do 
not have a home, so that they may still register for MassHealth. 
If an applicant’s income exceeds the maximum limit to qualify for MassHealth, 
the HealthConnector (when it's working) automatically calculates their eligibility for a 
subsidy toward a ConnectorCare plan. If their income is below 300% of the FPL, they 
may qualify for a subsidy for, and access to, one of these plans. Similar to to MassHealth, 
a ConnectorCare plan applicant must prove Massachusetts residency, and they must not 
																																																								
3 Children’s Health Insurance Program 
	
18 
qualify to enroll in an, or be able to afford, an employer’s health insurance plan. 
However, in contrast to MassHealth, and unlike state connectors in many other states that 
participated in Medicaid expansion the ConnectorCare eligibility requirements are more 
accommodating to immigrants, as they explicitly state that lawful permanent residents are 
eligible (Connector 2017). An applicant will fall under several different tiers and plan 
types, depending on their income. This will affect subsidy amounts, the amount the 
consumer pays in premiums, as well as the coverage they receive (Connector 2017).  
Previous research has shown the myriad of available health insurance options in 
Massachusetts, created to fill gaps in coverage (Dorn, Hill, and Hogan 2009). While 
Medicaid expansion has improved the eligibility options for levels of income, the 
Commonwealth of Massachusetts created the Health Safety Net, which provides 
coverage for acute hospital care. Citizenship does not influence eligibility for this plan, 
and it serves up to 400% of the FPL. This means that a non-citizen immigrant will be 
eligible for health insurance, even if they make up to four times the federal poverty level 
($12,140). However, for this plan, an immigrant would need to be a legal permanent 
resident. Undocumented immigrants continue to have no answer for health insurance 
coverage, other than to purchase pricey, private health insurance (Joseph 2016) 
One recent study showed that there was a large discrepancy in immigrants’ 
knowledge and familiarity with various aspects of health insurance (Kang, McCormick, 
and Zallman 2017). Among others, these social scientists work to discover the reason 
people “choose” to be uninsured, when options are available. Other researchers highlight 
barriers that are less of a “choice,” such as an immigrant’s income preventing them from 
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affording health insurance. For example, research shows that fluctuations in income and 
employment lead to immigrants moving between periods of being insured and uninsured. 
This study by The Blue Cross Blue Shield of Massachusetts showed that policymakers 
need to provide protections for Massachusetts citizens who experience fluctuations in 
income or employment, which is a common problem for Latinx residents (The Blue 
Cross Blue Shield of Massachusetts Foundation 2013).  
Perhaps one of the most useful studies of new Massachusetts health insurance 
system was conducted by Rachel Nardin, Leah Zallman, Assaad Sayah, and Danny 
McCormick. These researchers surveyed 780 patients receiving subsidized healthcare in 
Massachusetts. They found that “about 20 % of respondents with publicly subsidized 
insurance reported they did not understand the coverage and cost features of their plan 
and about a third were not confident in their knowledge of coverage and costs” (Nardin et 
al. 2016). The authors conclude that although Massachusetts has taken steps toward 
streamlining the health insurance application system, more needs to be done to simplify 
the process, as health insurance literacy remains a major barrier (Nardin et al. 2016) 
While many researchers have dissected the influence of Massachusetts healthcare 
reform on Latinx access and coverage, there is a major gap in research on the Latinx 
experience with the HealthConnector itself. Latinx access and coverage has been grouped 
into a pool of healthcare reform in general, which includes new policies specific to 
Massachusetts, the Affordable Care Act, the implementation of the HealthConnector, 
mediating entities, community healthcare centers, etc. The HealthConnector plays a 
major role in determining eligibility for Massachusetts residents, and policymakers 
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As I first drafted this chapter, I could faintly hear my roommates listening to ESPN in 
the living room. I hear the tone of despair in the anchors’ voices as they report on the 
NFL games of September 24, 2017. Political unrest has begun to infiltrate even the sports 
channels, where people tune in to escape the tensions of the federal landscape. Football 
players from each organization knelt during the customary national anthem before the 
games, and two teams stayed in their locker rooms altogether. These acts came in 
response to comments President Trump made earlier in the day, regarding Colin 
Kaepernick, a player who knelt during the anthems last year. Kaepernick began kneeling 
during the national anthem to bring awareness to the racial injustices faced by Americans 
across the country, and specifically to the disproportionate incidents of police violence 
and related shooting deaths against African Americans. President Trump vehemently 
encouraged NFL owners to release any “sons of bitches” who kneel during the national 
anthem (Serwer 2017). This event occurred just days after Trump rescinded NBA 
champion Stephen Curry’s invitation to the White House, after Curry declined the 
ceremonial invitation, which was another instance sparking much controversy (Amick 
2017). 
 My roommates change the channel to the Jimmy Kimmel Live show, where the 
comedian and late-night host typically provides comic relief after the Sunday night 
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football games. They found no such relief. Jimmy Kimmel took on the most recent 
proposed healthcare bill for the past week, dedicating three of his opening monologues to 
the dangers of the Cassidy-Graham Plan (Pallotta 2017) which aimed to repeal and 
replace the ACA with Block Grants, which would have led to federal healthcare funding 
cuts and eliminate most protections for pre-existing conditions (Leibenluft et al. 2017). 
Kimmel expressed his disgust with the newly proposed bill, and pleaded with his viewers 
to call elected officials, in an effort to get the bill vetoed. Kimmel, otherwise known for 
hosting quirky game shows and belly-flop competitions, was propelled to a political 
soapbox on the Cassidy-Graham Plan — a plan which eventually failed.  
 These events were merely a one-day glimpse into the past eight months of 
Trump’s presidency. Over this time, President Trump has alienated and attacked the 
Latinx population with countless verbal assaults (Reilly 2017) and continuously changed 
his stance on repealing and replacing the ACA (Graham 2017). Healthcare.gov, the 
enrollment portal for Obamacare, will even be closed down every Sunday from midnight 
to noon during open enrollment (Nov 1–Dec 15 2017), an act by the Health and Human 
Services Department to manufacture a lower application rate for Obamacare during ACA 
enrollment (Weissmann 2017). The enrollment period was also 45 days shorter than 
previous years. Thus, it is no surprise that the Latinx population in the United States feels 
threatened by the government with anti-immigration sentiments and pressures of the 
elimination of their healthcare.  Tension is high across the country, and there seems to be 
an ever-growing divide between supporters of the President of the U.S. and everyone 
else. This rift between the power in the U.S. governing structures and the Latinx people 
	
22 
in particular creates a delicate social maze that the immigrants must learn to traverse, as 
assault on the poor and restrictions of immigrants reinforces the structural violence of the 
State. 
Near the end of 2016, “state officials received a waiver from the federal 
government allowing Massachusetts to restructure MassHealth in a five-year, $52.4 
billion deal” (Schoenberg 2016). The potential loss of this funding, if withdrawn, could 
be detrimental to the Massachusetts government, and will inevitably lead to budget cuts 
in many healthcare areas. Donald Trump had said he planned to “roll back insurance 
coverage followed by a lengthy period to develop a replacement” (Levey 2016) — he has 
also not committed to maintaining provisions of the ACA that guarantee health coverage 
for people with pre-existing conditions. Cuts to coverage before a replacement is in place 
could leave a proportion of the Massachusetts population without health insurance. Both 
aspects could be devastating for people currently being treated for chronic illnesses. 
Luckily, a majority of Congress members appear to be in favor of delaying ACA-related 
budget cuts, until a suitable replacement for the Affordable Care Act is designed (Levey 
2016). 
On May 4, 2017, the House of Representatives passed the American Health Care 
Act, a plan to repeal and replace the Affordable Care Act (KFF 2017). This was the first 
healthcare bill that passed the House under the new President, and it caused a wave of 
concern across the country, as the bill allowed states to “opt-out” of the ACA’s essential 
benefits (GovTrack 2017). A revised version, the Better Care Reconciliation Act of 2017, 
failed on the senate floor on July 25 (GovTrack 2017). On the same day, the Senate also 
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voted to reject a clean repeal (eliminating the policy altogether, rather than replacing it) 
of the Affordable Care Act (Kaplan and Sullivan 2017). After the bill failed to pass, 
President Trump angrily threatened to wait for Obamacare to fail before he replaced the 
healthcare bill. 
 
Figure 2. States that adopted Medicaid expansion. (GovTrack, 2017) 
 
Senators Bill Cassidy (R-LA) and Lindsey Graham (R-SC) proposed the Cassidy-
Graham plan in early September 2017. This plan was predicated on replacing the 
expanded Medicaid coverage with block grants, which states can opt to use to fill the 
gaps in coverage (Scott 2017). This plan would have a major effect on all of the Medicaid 
expansion states shown above. With the opposition of three Senate Republicans — Rand 
Paul, John Mccain, and Susan Collins — the bill was headed for defeat. Thus, the vote on 
the bill did not take place, as the Republican party decided to put the ACA repeal on the 
backburner (Prokop 2017). The bill eventually failed, but it greatly influenced President 
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Trump’s proposed tax reform bill, which, if passed, will cut billions of dollars from the 
Medicaid budget. 
Medical Anthropology and Health Policy 
Medical anthropology can be used to reshape public health and policymaking, and 
many anthropologists have undertaken the task of working toward a better system. 
“Public health remains at a crossroads. The choice is between a narrow focus on health 
service issues and the health problems of individuals on the one hand, or a refocus on the 
major underlying causes of population health on the other” (Beaglehole and Bonita 
1997). Dr. David Campbell argues that “anthropology is well positioned to play a key 
role in the informing of health policy to address these issues.” He also discusses the 
specific benefits of critical medical anthropology in this field, as it takes a macro-level 
lens to analyze the structural factors that influence public health issues (Campbell 2011).  
 In order to understand the healthcare experiences of Latinx immigrants in Boston, 
healthcare must be viewed as an institution, where levels of access are determined by 
income, social status, insurance, and assimilation. Many critical medical anthropologists 
study the way that individuals navigate these structural barriers to health care at the 
institutional level (e.g. Castañeda et al. 2015; Castro and Singer 2004; Ostrach 2017). 
Critical medical4 anthropologists document and analyze layers of bureaucracy involved in 
the healthcare system, especially as these affect vulnerable populations. Castañeda et al. 
argue on a broad scope to view immigration as a social determinant of health. With 
multiple studies on health disparities in Latinx populations, Castañeda frequently looks at 
																																																								
4 Critical medical anthropology 
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the ACA and how the policy expanded access unequally to different populations 
(Castañeda 2017; Castañeda et al. 2015). Although she does not discuss Massachusetts 
specifically, Castañeda does mention that state of residence has a profound impact on 
level of healthcare access.  
Similarly, Singer and Castro analyze health policies around the globe as functions of 
structural violence. An example of this sort of structural violence would be Castañeda’s 
argument that the ACA expanded coverage unequally to different populations in the 
United States. In Unhealth Health Policy: A Critical Anthropological Examination, 
Singer and Castro present essays works similar to Castañeda's work, arguing that the 
bureaucracies of health policy contribute to structural violence against the poor and 
elderly populations (Castro and Singer 2004).   
Dr. Bayla Ostrach was one of the most influential critical medical anthropologists for 
my body of research. Her work on abortion access for immigrant women through a 
national healthcare system in Catalunya, or for poor women via Medicaid in Oregon, 
provides a foundation for many CMA researchers interested in health policy. The title of 
her 2012 article, Yo No Sabía…translates to “I did not know.” Appropriately titled, Dr. 
Ostrach explains that although policies exist worldwide to ensure publicly funded 
reproductive and abortion services for immigrants, there is an overlying problem of 
immigrant women being unaware of these routes to access (Ostrach 2012). I parallel her 
analysis in my work as I attempt to uncover the lack of transmission of knowledge for 
Boston Latinx immigrants. 
In Ostrach’s most recent work, she uses the CMA approach to examine the institution 
	
26 
of health care in the Catalunya region of Spain, specifically the policies surrounding 
abortion and the way patients and providers navigate those structures. She specifically 
looks at immigrants’ access to publicly funded healthcare, in a system that ostensibly 
provides coverage, but nonetheless presents persistent obstacles to obtaining care 
(Ostrach 2017). She discusses the contradiction in Catalunya of healthcare being 
considered a “right,” but also women needing “perseverance and ability to jump through 
hoops, be assertive, challenge power  inequalities and resist civilized oppression” 
(Ostrach 2017:155). Similarly, in this thesis, I discuss the disconnect between the 
adoption of new health policies and the practice of actually increasing Latinx' access to 
healthcare.  
As another theoretical framework I apply, biopower refers to the way that institutions 
and governing bodies are used to control populations (Foucault 2012). In the United 
States, health care has become more of a privilege than a right, through biopower and a 
capitalist agenda (Junges 2009). In my research I use this theoretical lens to analyze a 
public healthcare landscape and how Latinx people navigate the health insurance system 
in Greater Boston. I will also discuss how the governing bodies maintain control over 
Latinx immigrants, providing limits and pathways on how these people receive care for 
their health. 
A consideration of biopower lends itself to a related theory called “practice theory.” 
As defined by Sherry Ortner, this theoretical framework “seeks to explain the 
relationship(s) that obtain between human action, on the one hand, and some global entity 
which we call 'the system' on the other" (Ortner 2006). I use this theory to understand the 
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relationship between Latinx people and policymaking in the Commonwealth of 
Massachusetts. What is the interaction between this population and this social structure? 
How do the Latinx influence policy? How does policy affect the way that Latinx navigate 
the system? 
Immigrants’ access to healthcare overall, and in publicly funded healthcare systems in 
specific, are particularly important considerations in environments rife with anti-
immigrant rhetoric. Critical medical anthropologists seek to identify barriers to 
immigrants’ access to healthcare, even when policymakers attempt to provide resources 
to remove these barriers (Borjas 2003, Toebes 1999). These are considered unintended 
barriers. Ostrach, for example, discusses the healthcare resources in place for abortion in 
Spain, as well as the cultural, social, and economic barriers that lead to the inaccessibility 
of these resources. Therefore, it is not simply enough to analyze the policies themselves, 
but one must place the policies in a broader context to gain a more accurate perspective 
of healthcare obstacles. 
Summary 
With a high proportion of Latinx immigrants and a distinctive distribution of country 
of origin, Boston provides a unique landscape in the context of healthcare. Massachusetts 
also implements a healthcare system that stands apart from the rest of the United States. 
While this healthcare system is arguably one of the most successful in the country by 
eliminating barriers to access, some obstacles remain and new obstacles arise. An 
exclusive social field is created through the combination of the proportion of Latinx 
people in Boston, the nationality of the Latinx people in Boston, the distinctive healthcare 
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system, and the countrywide political narrative. This study aims to examine how some 
Latinx immigrants navigate the social field by utilizing their social, cultural, and 
economic capital. 
 The first analytical chapter provides a more in-depth view of the Latinx 
immigrant experience in Boston and how an individual’s immigration to a new country 
shapes their identity and habitus. The second analytical chapter inspects the 
HealthConnector as a system and gatekeeper for access to healthcare. The third analytical 
chapter explains the powerful relationship between assistants and enrollees5, and impacts 
of these relationships on Latinx immigrants. Through these analyses, I will argue that 
unintended barriers persist and arise for vulnerable populations, even in a forward-
thinking state such as Massachusetts, and I will propose solutions for the barriers exposed 
in the study. 
																																																								
5 In this context, “assistant” refers to any employee or volunteer who helps individuals enroll stay 





THE ISOLATION OF IMMIGRATION 
 
 
Figure 3. Anti-immigrant propaganda in the 1860s. (Unknown 1860–1869) 
 
The photograph depicts anti-immigration sentiments against the Irish (left) and 
Chinese (right) in the late 19th century, when there was a mass influx of Irish and Chinese 
immigrants.  In this chapter, I will argue that non-English-speaking immigrants in the 
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United States face structural obstacles, including microaggressions and forms of 
biopower, which compound the already existing difficulty in accessing healthcare. 
Alien 
Three Latinx immigrants on the word alien: 
 
Marisela: “I don’t know, it’s one of those things that you have to ignore. It’s rude 
to be called that and it makes you feel out of place.” 
Andrea: “I don’t like that word. If someone chooses to use that word, you know 
that’s a person who does not want you here.” 
Enrique: “Nobody has ever called me an alien to my face. But I would be 
annoyed. I don’t think it’s right.” 
 
 
All three individuals believed that alien was slang, used only by discriminatory 
Americans — something I also believed growing up. However, alien is also a legal term 
to describe an individual who is not a U.S. citizen or a U.S. national (Internal Revenue 
Service 2017). This word was actually used to describe those of foreign nations from as 
early as 1387 in Higden’s Polychron. There are also early connotations of the word 
meaning “excluded” or “repugnant” such as in Shakespeare’s Henry IV, The Bible, and 
The New Testament (Oxford English Dictionary 2017). Six-hundred thirty years later, 
some of these unfavorable meanings of the word have not changed. 
The “alien” This identifier appears on federal documents, including the DS-260 
form — also known as the Immigrant Visa and Alien Registration Application (Internal 
Revenue Service 2017). As the name suggests, the DS-260 is used for immigrants to 
apply for an immigrant visa, so that they may reside legally in the United States. All three 
participants in my research felt targeted by the very same word that is an integral part of 
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the U.S. residency/citizenship application process. Luckily, they did not encounter this 
issue first-hand, as they did not apply for documentation on their own. 
Google translates the word alien to the Spanish word extraterrestre — an insult 
my mother frequently used to criticize abnormal behavior. If, for example, I made a mess 
at the dinner table, she would refer to me as an extraterrestre, implying that I did not 
belong on this planet of civilized human-beings. As a result, I would have to change my 
behavior to meet her standards or feel ashamed of my eating habits. Taken at face value, 
the word alien has a similar meaning. A native Spanish-speaker would have to be aware 
of the second English connotation — foreign. As shown by my participants, without that 
knowledge, the word could be isolating. 
 
The DS-260 goes one step further in isolating a potential candidate, as the 
application can only be completed in English
Figure 4. Filling out form DS-260 in Spanish. (U.S. Department of State 2017) 
 
    One must wonder why the forms do not allow for applicants to fill them out in any 
language other than English. Resources allocate social workers — individuals who can 
help non-English-speaking immigrants fill out these applications. Why are some of these 
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resources not allocated for post-application translators? It would be far less stigmatizing 
and isolating for immigrants to complete the DS-260 in their native language. 
Furthermore, it would eliminate obstacles in locating, traveling to, and meeting with a 
social worker.  
    In Us and Them: The Enduring Power of Ethnic Nationalism, Jerry Muller describes 
the existence of this type of  nationalism in the United States: 
 
There are two major ways of thinking about national identity. One is that all 
people who live within a country’s borders are part of the nation, regardless of 
their ethnic, racial, or religious origins. This liberal or civic nationalism is the 
conception with which contemporary Americans are most likely to identify. But 
the liberal view has competed with and often lost out to a different view, that of 
ethnonationalism. The core of the ethnonationalist idea is that nations are defined 
by a shared heritage, which usually includes a common language, a common 
faith, and a common ethnic ancestry.                                
(Muller 2008) 
     
    The impression of “us and them” is widespread with the use of the term alien and the 
refusal to allow visa applications to be filled out in one’s native language. Muller also 
points out that U.S. immigrants “usually arrive with a willingness to fit into their new 
country and reshape their identities accordingly” (pg. 18). However, the “us and them” 
mentality creates an assimilation barrier that impedes the process. Enrique, being a U.S. 
citizen from Puerto Rico, did not experience the same social isolation as Marisela and 
Andrea. He attends an English-speaking church and took a job working for English-
speaking employers. He has a better understanding of his health insurance. On the other 
hand, Marisela and Andrea arrived to the U.S. as undocumented immigrants or aliens. 
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They attend a Spanish-speaking church, and their social networks did not appear to 
extend far outside the church. They do not have a strong understanding of the U.S. 




I was here for a long time without papers, so they told me to go to Cambridge. 
There was an organization that would give people health insurance without 
needing papers. So, in Cambridge I went, and they told me not to tell them where 
I lived because I lived in Allston. I am not a saint, but nothing good ever comes 
from lies, at some point they will find out, so I told them I lived in Allston. By all 
accounts it was a blessing because they were very nice, and I received the health 
insurance, and it was a blessing for me and my husband. My husband had two 
little cups of blood drained from his head and I was not charged a dollar. We 
were very lucky. 
                                                                                                                       -Marisela 
 
    In Marisela’s case, she was lucky to have a social network who led her to find health 
insurance for undocumented immigrants. Others do not have the luxury of these peers 
when they immigrate to the U.S. The Pew Research Center estimated approximately 
210,000 undocumented immigrants to be living in Massachusetts in 2014 (Passel and 
Cohn 2016). I wonder how many of these immigrants would have known to seek out a 
case worker like Susan on their own. As far as I could tell, few of her patients were 
undocumented, and those who were undocumented, were referred by family members 
who were already patients at HealthMart. These social networks provide social capital 
that is crucial for undocumented immigrants to navigate a new environment, and they 
could mean the difference between meeting with a busy, unenthused caseworker, or 
meeting with an expert such as Susan. 
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    “Social capital” refers to the resources made available to those in a specific social 
network. Pierre Bourdieu defines social capital as: 
 
Social capital is the aggregate of the actual or potential resources which are 
linked to possession of a durable network of more or less institutionalized 
relationships of mutual acquaintance and recognition — or in other words, to 
membership in a group — which provides each of its members with the backing of 
the collectivity-owned capital, a ‘credential’ which entitles them to credit, in the 
various senses of the word. 
          (Bourdieu 1986) 
 
 
    The relationship between social networks and social capital is explained by Ronald 
Burt in The Network Structure of Social Capital, where he states that “holding a certain 
position in the structure of these exchanges can be an asset in its own right. That asset is 
social capital, in essence, a concept of location effects in differentiated markets” (Burt 
2000). In this particular context, the “market” discussed would be the health insurance 
market. Location refers to the place that the individual holds in the social network or 
hierarchy. 
I arrived at The Sanctuary thirty minutes early. I thought the program 
director was skeptical of me, so I wanted to appear as professional as possible. 
Following her e-mail directions, I walked into the church and through another 
doorway inside. I entered a small office, with a reception desk and four cubicles. I 
introduced myself to the woman at the front desk and the director overheard me 
from her cubicle. She greeted me and led me back to her work station. She was 
meeting with a student from another university and allowed me to sit in the room 
until my two interviewees were ready. I sat quietly while they worked, observing 
several Latinx people filter in and out of the office. Once the interviewees were 
ready, the medical director led us downstairs into the church basement for a quiet 
interview space — a large, rec room for the activities conducted at the church. 
The environment was very casual, and I believe that was reflected in the attitudes 
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I had the opportunity to conduct two of my interviews at a non-profit 
organization, “The Sanctuary,” which provides aid and counseling for Latinx immigrants 
in the Greater Boston Area. Organizations such as this may be some of the most valuable 
resources for Latinx immigrants, if they only knew how to find them. While I waited in 
the lobby for my interviewees to arrive, I observed ten to twenty Latinx residents meeting 
with several staffers at The Sanctuary. Everybody in the building had mutual friends or 
relatives and for a brief moment, I forgot that I was in one of the largest cities in the 
United States. Each appointment seemed to be referred by a relative or friend, which in 
some cases, was one of the staff. These employees assist Latinx immigrants with 
everything, from securing health insurance to applying for citizenship. Marisela was one 
of the interviewees whom I met at The Sanctuary, and perhaps it may be the same 
location that secured her health insurance.  
Certain types of social networks are vital to new immigrants, as they provide 
invaluable resources for navigating the complex U.S. immigration system. The U.S. 
Citizenship and Immigration Services office provides free appointments for assistance 
with applications. However, these appointments are not always readily available. I 
searched for an appointment on the Citizen and Immigration Services website, and the 
program instructed me to repeat the search the next day. It also appeared that there was 
only one office taking appointments in my area. I also repeated the search for Quincy, 
Massachusetts, a city approximately twenty minutes south of Boston (farther including 
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traffic). I was referred to the same unavailable office in downtown Boston. In reality, a 
private, non-profit organization, such as The Sanctuary would be the better option. 
Marisela had a clear advantage in her pursuit of U.S. citizenship. 
 
  Figure 5. Setting an appointment with USCIS. (USCIS 2017) 
 
At the building where I live. [Staff person] showed up to recruit people…And so 
she asked me just like you, ‘what health insurance do you have?” And I 
mentioned MassHealth. And she asks ‘how much do they charge you, [and so 
on].’ And so she says ‘I have something better’ and she says it even provides 
transportation. More than anything, the transportation was important to me 
because they will take me to the appointment, give me my checkup, and bring me 
home. So she told me to call *** and give *** my name and tell her I want to try 
it. So I did and that is what I use now.  
                                            -Andrea     
 
Andrea informed me that organizations frequently visit her building to offer other 
benefits and services to Latinx immigrants. These groups are aware that a large number 
of Latinx immigrants occupy the building, and that these immigrants may benefit from 
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their services. Furthermore, she moved to this location to be closer to many members of 
her social network. In short, her decision to physically reside with her social network 
indirectly led to eliminating the obstacle of transportation from her healthcare — one of 
the larger obstacles for immigrants. 
Exclusion of minority groups leads to obstacles, but favoritism is another key 
contributor that perpetuates racial inequalities. Nancy DiTomaso from the New York 
Times writes that “while exclusion or discrimination is illegal, inclusion or favoritism is 
not — meaning it can be more insidious and largely immune to legal challenges” 
(DiTomaso 2013). Although DiTomaso refers to the labor market, similar experiences 
occur in the context of healthcare. The favoritism that occurs in this marketplace lends 
itself to create a far more convenient system for English-speaking citizens to navigate. 
Acculturation 
 




 While my dataset is broadly defined as Latinx immigrants, there are major 
differences between immigrants, which drastically affect levels of access to healthcare. 
For example, Enrique, being a U.S. citizen, had more lanes of access to healthcare than 
people like Marisela and Andrea, who arrived without any paperwork. These differences 
in documentation also affect the way that individuals perceive and embody themselves in 
the society — their habitus.  
 The United States is often viewed as a pinnacle of democracy and heterogeneity, 
so thoughts of ease and prosperity often accompany the idea of immigrating to this 
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country. Many do not realize the difficulties involved with immersion in an entirely new 
culture. The American Journal of Public Health states acculturation is broadly defined as 
“the process by which individuals adopt the attitudes, values, customs, beliefs, and 
behaviors of another culture” (Abraído-Lanza, Echeverría, and Flórez 2016). Abraído-
Lanza et al. argue that while acculturation theory is heavily studied, there is little research 
of this theory applied to public health. They state that “White Americans” set the 
standard for “American-ness,” which is what Latinx immigrants must “acculturate to.”  
Acculturation is a complex process, which becomes even more challenging in the 
context of healthcare. Abraído-Lanza et al. discuss that overall, acculturation has both 
risk factors and protective factors for Latinx immigrants in the United States. Some of 
these risks have been documented since 1994 (Abraído-Lanza, Echeverría, and Flórez 
2016). One article shows a correlation between multigenerational Latinx families in the 
United States and increased cancer, children’s asthma, and other illness risks (Vega and 
Amaro 1994). While one study found another risk factor of an uptake in depression 
diagnoses in Latinx patients, they also indicated the protective factor of an increased rate 
of primary care visits (Ishikawa et al. 2014). This increased rate of primary care 
appointments parallels the general trend in the United States, as PCP visits have increased 
10% on a per capita basis (Chen, Farwell, and Jha 2009). This appears to be a clear 
indicator of acculturation leading to more frequent primary care consultations in the 
Latinx community. Furthermore, as this trend continues, there comes a greater need for 
health insurance.  
As discussed earlier, Enrique assimilated to the American culture more so than 
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Marisela and Andrea. This may have caused his active involvement in his health 
insurance, as well as his comfort with navigating the healthcare system. Although his 
identity as a citizen from Puerto Rico may have played a large role in his ease of 
assimilation, there are other factors that contribute to one’s ability and willingness to 
assimilate. 
Social media is a major influencer in today’s society.  It even has effects on 
immigrants’ acculturation in America. Cong Li from the University of Miami writes that 
social media use in English helps Latinx assimilate to the American culture, while social 
media use in Spanish reinforces Latinx ethnic cultural identification (Li and Tsai 2015). 
Furthermore, a comprehensive analysis of language trends in social media show that 
English was by far the most dominant language because “English’s global/universal use 
that allows all audiences to understand the posts made by the participants and followed 
by the comfortability or confidence of the participant over the use of English as a 
language in their posts” (Latip-Yusoph 2016). As social media continues to grow in its 
influence, it may continue to act as a gateway for younger generations to assimilate to the 
American culture. Unfortunately, this could potentially exacerbate the isolation 
experienced by immigrants who choose not to maintain a social media presence in 
English. 
Many experts agree that perceived discrimination can be detrimental to 
acculturation (Berry and Hou 2017; Te Lindert et al. 2008; Unger et al. 2014). Just as 
Marisela and Andrea may feel that they are perceived as aliens, unlike Enrique, they had 
more difficulty assimilating to the American healthcare system. These explicit or subtle 
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acts of discrimination (microaggressions) can ultimately lead to an individual losing 
themself in the complex health insurance system. 
 
I did not speak [English] at all, so I did not know where to begin. It’s complicated 
even for people who speak English so imagine what it was like for me. Imagine if 
I dropped you off in China and told you to start a new life. 
-Andrea 
 
    From this quote, one can gain a sense of the overwhelming nature of acculturation in 
America. It appears as though Andrea is almost discouraged — a sentiment that can be a 
major barrier for acculturation. A language barrier alone may be enough to prevent 
assimilation. If one were to combine the language barrier with explicit racial tensions in 
the political landscape, it seems nearly impossible for an immigrant to acculturate in 
America, yet many do, thanks to social networks and other forms of capital, which link to 
mediating institutions such as the Sanctuary. 
The following chapter will discuss the HealthConnector as a system and how 
Latinx immigrants navigate this system. I will discuss the things that participants reported 
or I observed the HealthConnector works well for, as well as places where the 




THE DISCONNECT OF THE HEALTHCONNECTOR 
 
The Online System 
I stepped out of Sophia’s office, as there was a family inside and it felt quite 
crowded. I wanted the family to be comfortable, and I planned on asking Sophia to 
fill me in on the details afterward. Near the end of the meeting, I could hear Sophia’s 
printer printing what sounded like a full encyclopedia. I popped my head in and saw 
her handing the grandfather of the family a thick stack of papers. After they left, I 
asked Sophia about stack. She explained that he required a special kind of insurance, 
which could only be provided by applying through hardcopy. It was at that moment 
that I realized just how important Sophia was to her clients. 
(Fieldnotes, 2017) 
 
Instances such as this were all too common in Sophia’s office. The 
HealthConnector is advertised as straight-forward and convenient, yet one factor can 
affect an individual’s entire application process. The family who visited Sophia was 
unaware that they would need to file a hardcopy application, and they seemed annoyed 
with the thought of filling out a thick stack of paperwork. They were unaware that Sophia 
may have potentially saved them months of hardship in attempting to apply on their own 
under their special and specific circumstances.  
The HealthConnector was designed as a one-stop-shop to enroll in health 
insurance. The online portal allows a user to sign in, provide the required documentation, 
and choose a state plan. The system is intended to act as an insurance broker and remove 
barriers associated with traveling to insurance providers and high telephone traffic. The 
rate of uninsured in Massachusetts dropped from 6% to 2% within the first four years of 
the implementation of the Massachusetts Health Reform, including the HealthConnector. 
While the statistics are promising, there is more to understand about the experiences with 
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the online system. 
 
The sense of community is still strong, but a lot of patients miss that 
personal, mom and pop shop feeling. But we’re getting too big to be answering 
the phones for all of our patients wanting to set appointments. We need to 
revolutionize to grow. And the more we grow, the more patients we can reach out 
to, and the more resources we can put back into improving their experience. 
-Anne 
 
During this interview with Anne, she was informing me of the overall atmosphere 
of the patients at HealthMart regarding the transition to an online system. Their system 
allows patients to schedule appointments, request transcriptions, send chat messages to 
their physicians, and access their medical records. As I mentioned earlier, one of my roles 
at HealthMart was to enroll Latinx patients in the online portal. I enrolled somewhere 
between twenty to thirty patients in the online portal; None of them were Latinx. Every 
Spanish-speaking patient I approached had no interest in enrolling. It seems as though 
they felt a loss of agency with the change to an automated system, and I felt that this may 
parallel the overall sense of the Latinx population in Massachusetts with the switch to the 
HealthConnector.  
HealthConnector was designed for convenience. But this online system is 
alienating for Latinx immigrants — and immigrants in general, as the structure of 
Massachusetts health insurance revolves around this virtually ineligible portal. The 
system designed for convenience is anything but convenient for non-English-speaking 
immigrants, which gives the impression that their needs are less than. The ability to 
navigate a system such as the HealthConnector is a form of cultural capital because one 
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could argue that these types of cyber structures have become a major piece of U.S. 
culture. As a citizen of the United States, I enroll in courses through an online portal, I 
check if items are in stock online before I visit department stores (on the rare occasion I 
do not buy them on Amazon), and I even make reservations at restaurants through an app 
on my phone. Just yesterday, a friend of mine changed her birthday plans simply because 
the event location did not show group rates on their website, and she did not want to call 
the location. 
I felt guilty about my frustration with my first interview. I appreciated 
Enrique’s willingness to open up about his life, but I did not feel as though he 
answered many of my questions. Did I fail as an interviewer? I needed to know 
about his experience in enrolling in MassHealth, but he only wanted to talk about 
his earlier life in the United States and  his current medical conditions. Every 
time I would attempt to probe deeper, he would brush it off by saying that a social 




Reliance on online systems varies greatly from country to country, but many 
Latinx countries do not have the same dependence on technology as the United States. I 
attended two medical mission trips to Ecuador during my undergraduate degree, and I 
spent one week in the Dominican Republic for my best friend’s wedding. I saw more pen, 
paper, and landline telephones used during these three weeks in the two countries than I 
had seen over the past five years back home. It was a deficiency in cultural capital, and I 
felt lost at times. So, even if a Latinx immigrant can speak English proficiently, they may 
not be comfortable with an online portal like the HealthConnector. They may feel more 
comfortable communicating with a person, whether that is on the phone or in person. I 
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believe that this sentiment is well reflected in the following transcript: 
 
Marisela: My friend…she showed me the website when I needed a new insurance. 
But I didn’t pay attention to it because it was in English. I couldn’t read it, and 
she was helping me sign up, so I didn’t really care. But I don’t think that she used 
the website anyway…I don’t remember what she did on [the website], but I 
remember she called somebody from the insurance office, or whatever, and she 
did everything on the phone…the person [on the phone] spoke Spanish and she 
was on [speaker phone], so I could hear what they were saying and she asked me 
some questions and I could answer them. Honestly, it was very good. 
 
Me: So, you didn’t experience any problems at all? 
 
Marisela: No, [the woman on the phone] was very helpful. It was excellent. 
 
Both Marisela’s and Enrique’s experiences with health insurance show that work-
arounds and adaptations are possible to combat barriers faced by minority populations. 
Regardless of language barriers and cultural differences, two individuals, one a citizen 
and the other originally an illegal immigrant, had positive experiences with the 
Massachusetts health insurance marketplace. It is up to health policymakers to identify 
the areas where the marketplace fails the Latinx population in the state. They need to 
eliminate these barriers so that other Latinx individuals do not lose their insurance over a 





Figure 6. Latinx residential zip code distribution. 
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This map highlights the zip codes of Latinx patients at HealthMart. Patients travel 
massive distances to receive their care at HealthMart, and it goes to show that the 
community healthcare center is doing something right. One patient even commutes from 
Springfield to Boston — approximately two hours away. Perhaps this could be one of the 
patients who met with Sophia. Perhaps I sat in on their meeting. The data shows the value 
that these HealthMart patients place on competent healthcare and trust in the employees 
at the location. However, this commute is not realistic for many consumers, and it could 
potentially be a major barrier for other Latinx people. Why are individuals traveling two 
hours to visit their physician or possibly meet with a financial counselor? These services 
are intended to be available more locally. 
 Lowell, MA, one of the more heavily populated areas outside of Boston in the 
HealthMart dataset, is approximately a two-hour commute on public transportation, 
requiring two busses with a transfer and a transfer to a train. Springfield, MA, where 
there is nearly a 40% Latinx population (U.S. Census Bureau 2010), is not accessible by 
public transportation, and it involves a two-hour commute by car or private bus. Certain 
Latinx patients at HealthMart faced these barriers to receive the type of care provided by 
HealthMart. This is telling of the type of comprehensive care (or lack thereof) provided 
in their local health centers. 
Language 
Even if a Latinx person desired to use the online HealthConnector application system, 
there is still one more hurdle they would need to overcome: language. As discussed 
earlier, the online aspect of the HealthConnector is only available in English. Non-
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English-speaking individuals must either apply over the phone or find third-party 
assistance. The HealthConnector makes efforts to combat language barriers. They 
provide a “Language Access Complaint Form” for patients who feel they have been 
discriminated against. While this could be useful, I discovered three issues:  
1. I could not find the form on the HealthConnector website — only through a 
Google search. 
2. The form is only in English. 
3. The person complaining must provide their personal information, including full 
name, address, and signature, or the complaint will not be reviewed. 





Figure 8. Signature required for complaint form. (HealthConnector 2017) 
 
    The HealthConnector is intended to be an organized portal for health insurance 
consumers to shop for plans. Yet, many of its features clearly require professional help — 
especially for non-English-speaking minorities.  If the form is not readily available on the 
HealthConnector website, it implies that it is available to professionals who are actively 
seeking the document. The paper even assumes that the person filing the complaint is 
receiving assistance, as there is a section for the filler to identify both parties. There is a 
clear expectation that minorities are unable to register for health insurance on their own, 
and that they will be receiving help from social workers or case managers. While this 
may often be true, the presumption leads to resources being geared for these 
professionals, rather than the consumers. The English language on the form is another 
indicator of this assumption. 
  
Me: So you currently have MassHealth? 
Sebastian: Yes 
Me: Do you mind if I ask how you applied? 
Sebastian: I applied over the phone. 
Me: Did someone help you? 
Sebastian: No, I just called them myself last year and had it all taken care of just 
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like that. It was very easy. 
Me: And you didn’t have any problems with the application? 
Sebastian: No, I had no complaints at all.  
Enrique: And did you just call them again this year to reenroll? 
Sebastian: Oh, I didn’t know I had to do that. I’m not sure actually. I’m going to 
have to call them tomorrow. 6 
  
Enrique introduced me to his friend, Sebastian, a few days after I thought I had 
finished my research. I stopped by the corner store to tell Sebastian that I was beginning 
my thesis, and to wish him the best. He told me that his friend was enrolled in 
MassHealth, and he quickly brought me over to Enrique for a short, casual conversation. 
Enrique made it clear that he was very pleased with his experience with the 
HealthConnector hotline. It surprised me, as this was the first case I had seen where a 
Latinx individual was able to successfully enroll in MassHealth independently. And yet, 
enrollment is simply the first step of the journey.  
It concerned me that Sebastian was completely unaware of his need to renew his 
health insurance. What if Enrique had not reminded him at that moment? What if he had 
already missed the deadline to renew? Had he unknowingly been uninsured for a while? 
This was where I observed the disconnect of the HealthConnector. There is no reason for 
an individual to be unaware of their health insurance essentially expiring. The Health 
Connector should ensure that its consumers are connected to their health insurance 
policies. This extends beyond the initial application to follow ups, renewals, updates, 
changes, etc.   
																																																								
6 This was not a formally recorded interview, so the transcript was recreated to the best of my 
memory. Aside from greetings, this was more or less the full dialogue of the conversation. 
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The room was roughly the size of a storage closet, but the bright lighting 
gave it an office atmosphere. I took two steps inside and had already reached my 
chair, which was leaning against the back wall. Two large cork boards hung 
above my head, covered in countless health insurance related flyers. Another wall 
was just to my left, within arms reach, empty of any decoration. Sophia sat to my 
right in her office chair at an L-shaped desk, which took up the rest of the room. 
Forms and folders cluttered her desk. However, she always located what she 
needed immediately. That, and she rarely needed anything other than her desktop 
computer. There was a small, rectangular window above her desk, barely larger 
than a shoebox. This window made me almost certain that the office had 
previously been a storage closet. Next to the window, a shelf held a photograph of 
Sophia’s daughter, as well as several of her daughter’s preschool art 
masterpieces. Both the seat opposite me (where Sophia’s clients sat) and my own 
chair were fixed to the floor, ensuring that their occupants would face each other 
throughout the meeting.  
-Fieldnotes, 2017 
 
Sophia was one of the warmest people I had met at HealthMart. She told me 
personal stories about her life and her daughter within one hour of meeting me for the 
first time. Yet, I could not shake a sense of discomfort during my time in her office. I also 
sensed a similar uneasiness in many of her clients. Clearly Sophia was not the cause, so 
where did these feelings come from? At first, I blamed myself. As a stranger to her 
clients, was I responsible? It might be the requisite discussion of private financial, 
employment, and health information. These things can be difficult to share, even in the 
company of close friends and family. Or perhaps simply sitting in that cramped setting 
was enough to make the most affable person uncomfortable. 
After several weeks of sitting in on Sophia’s meetings, I traced my discomfort 
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back to each time she would speak with me about Massachusetts health insurance. 
Whenever I asked her to clarify an aspect about the local health insurance system, she 
would delve into a far more complex answer than I had anticipated. I was embarrassed 
that all my research on MassHealth was not enough to understand much of what she told 
me. I was expected to possess enough background knowledge on health insurance to 
conduct a master’s level research study. Yet, I could not even understand her answers to 
my questions. A sense of shame led me to feel less comfortable in this environment — 
ashamed that I did not understand the information presented to me in such a colloquial 
manner. I realized the true complexity of the health insurance system, and saw that no 
matter how much I studied, it never felt like enough. I noted a similar effect in her clients 
— likely a product of their diminished sense of agency. 
Agency is a widely used and heavily debated term in Sociology and 
Anthropology. Anthony Giddens simply defines it as “the capacity of individuals to act 
independently and make their own free choices” (Giddens 2013).  Agency is 
conceptualized in varying ways, depending on whether it is used to describe a physical 
event or a theoretical perspective. Concise and malleable, Giddens’ definition is well 
suited for application within Sophia’s clients because, as immigrants, their choices are 
limited along their journey for health insurance. Their fluency in English determines 
whether they can enroll in health insurance online or through a third party. Their legal 
status determines their employment and healthcare options. The political narrative 





Michael Foucault and those inspired by his work locate the source of agency in 
factors external to the individual. Foucault argues that “individuals are the vehicles of 
power, not its points of application” (Foucault 1980). In other words, Foucault believes 
that power inheres in external structures, and this power shapes the reality of the 
individual. The power structures that shape society likewise organize individual 
experience, filtering it through factors like age, race, socioeconomic status, and 
education. In this case, a majority of the power is distributed among the federal 
government, state government, and health insurance policymakers. Sophia’s clients’ 













Figure 9. Barriers to care for Latinx immigrants. 
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There is an unequal distribution of power between Sophia and her clients. Sophia 
holds the keys to their health insurance and ultimately, their access to (competent) health 
care. A powerful contradiction exists as Sophia works to increase her clients’ perception 
of and experience of their own agency, while inadvertently reinforcing their sense of not 
having it. While she is a symbol of society’s concern for Latinx health insurance 
coverage, she also symbolizes the lack of independence that Latinx immigrants undergo 
in this field.  Many of her clients, who are Spanish-speaking immigrants, have a low 
health insurance literacy at best. Even if they are fluent in English (which most of them 
are not), it is nearly impossible for them to understand many of the terms used by the 
HealthConnector without having been exposed to a similar system in their home 
countries. This power dynamic reduces the agency of Sophia’s clients, as their outcomes 
become more reliant on Sophia’s expertise in health insurance.  
On a larger scale, their agency is restricted in a very concrete sense. With a lack 
of English, technological, and health insurance literacy, the system requires them to seek 
assistance from a third party. As opposed to the structurally determined “options” that 
individuals face in a theoretical sense, these health insurance consumers are given literal 
(and limited) options of health insurance. Their agency (or lack thereof) is represented by 
their capacity to determine or choose the available plans. Legal status in the U.S. and 
income are the two main factors that determine the options an immigrant will have for 
health insurance — if they are given the luxury of options. In reality, legal status is the 
key factor, as their legal status is typically correlated to their ability to provide an 
documented income. Thus, Foucault would argue that the power structure of the United 
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States government predetermines what kind of health insurance and ultimately, health 
care a Latinx immigrant receives. 
 
Every time a new client enters Sophia’s office with their required 
documents in hand, hoping for health insurance, I cannot help but imagine myself 
at Pep Boys. I have no automobile knowledge. When the employees at Pep Boys 
ask me how many cylinders my car has, I always say six because I do not know 
any other number of cylinders a car can have. It is always an embarrassing 
experience, and I always make a note to myself to learn more about my car. Yet, 
every time my car breaks down, I find myself in their shop again, with my tail 
between my legs. I hand them the keys to my car and wait for it to be magically 
fixed. At the end of the day, I have no idea whether they changed the oil or 
replaced the entire engine. They are experts in a field where I have no familiarity, 
and I am dependent on their services. 
                                  -Fieldnotes, 2017 
 
There is a particular threshold where people decide that they do not need to know 
certain information because there are people to do it for them. Whether the subject be 
mechanics, plumbing, law, taxes, or health insurance, few people have the variety of 
mastery to live in this society without any third-party help. I have a bachelor’s degree 
from the University of Florida and will soon have a master’s degree from Boston 
University. I consider myself well educated, and I expand my learning into areas other 
than my field of study. Thus, I do not believe that my lack of fluency with my automobile 
is a reflection of my intelligence, but rather, a reflection of what I believe is necessary 
knowledge. As long as my car functions and I am not at the mechanic, I feel no shame for 
my lack of familiarity with that subject. Similarly, when I interviewed Marisela and 
Andrea, they were unapologetic when they were unable to provide me with a majority of 
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their health insurance information. Perhaps as they acculturated to the United States and 
were flooded with information they needed to retain, they filtered out “health insurance 
knowledge” as extraneous. After all, why would they need to learn the information if 
another individual will provide the service for them? 
However, the expectations change when I enter the mechanic and when Sophia’s 
clients enter her office. Shame overwhelms me as I respond with shrugs to every question 
asked about my vehicle. As a man in the United States, there are expectations that I 
should have a foundation of knowledge in an area such as car mechanics. I do not meet 
these expectations of fundamental knowledge for the mechanics — a proxy for American 
masculinity and related male agency and identity — and it results in shame, dependence, 
and ultimately — discouragement. I have failed to enact a socially accepted form of 
agency by relying on others for a service that I could potentially provide for myself. On 
the other hand, one could argue that my action says I choose to enact my agency to allow 
others to be specialists in a field, as I find self-reliance unnecessary in this field. People 
make selective decisions in how they will exercise agency, particularly when the 
boundaries around how they can enact agency are very tight.  
For the Want of Six Dollars… 
The social workers at HealthMart utilize their proficiency with the 
HealthConnector to provide their clients with (what they believe is) the best possible plan 
for them. As agency is removed from the consumer, a dependence is created between the 
consumer and the third-party assistance. The clients’ strong voices become uncertain 
silence, and Sophia’s loose guidance becomes solid instruction. The client (hopefully) 
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leaves Sophia’s office one step closer to health insurance enrollment — something many 
would consider a blessing. Yet, a disparity in HealthConnector fluency remains. One 
minor change in a health care policy may result in a swift return to Sophia’s office, 
wondering why their insurance card was declined. 
 
Sophia is having trouble with the patient’s HealthConnector application 
on her computer. She looks frustrated as she keeps re-entering the paycheck stub 
Jorge brought her. Every time she submits the paycheck, I can see bold red 
letters, indicating that there is an error with the application. She calls the 
HealthConnector helpline. She chooses to speak in English, as English is her 
primary language. Jorge cannot understand anything, so he gives his consent to 
the HealthConnector assistant for Sophia to speak on his behalf. Sophia 
translates as they ask the gentleman to confirm his name and date of birth. Sophia 
is informed that he is no longer eligible for health insurance because he did not 
pay a six dollar bill to confirm his enrollment. At first, he is confused. Jorge is not 
aware of the bill or that he lost his health insurance. Sophia argues on his behalf. 
She asks him questions about the contractual six dollar payment, but he is unsure 
of how to respond. He will have to wait five months until the next open enrollment 
period to reapply for health insurance. 




I estimate that Sophia had to call the HealthConnector help line for over half of 
the patients who visited her office. I became all too familiar with the process of the 
patients providing consent for Sophia to translate for them. It made sense. She was an 
expert with the HealthConnector, and she could quickly update their applications without 
translating them word-by-word. She usually had a long line of patients waiting to be seen, 
and it was the most efficient method to help everyone. However, things got lost in 
translation.  
Health insurance is security. You are confident that your body is healthy through 
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regular checkups at the doctor’s office. You rest assured that if an illness presents itself, 
you will not find yourself in crippling debt. You find comfort in knowing that your 
network of healthcare providers can find your past medical records for successful 
coordination of care. For something so important to life in the United States, you should 
want to know every facet of every policy of your health insurance. Say, for example, 
there was a contractual bill for six dollars that needed to be paid, or you would be denied 
health insurance — you would probably want to know about that. 
            I am confident that Sophia’s patient did not miss the six-dollar bill because he did 
not care enough to ask. Every one of Sophia’s patients had plenty of questions prepared 
for her when they met. After all, they were attempting to navigate one of the most 
complex systems in America, while primarily speaking a different language. Nothing a 
few questions can’t clear up. Yet, for every question asked and every answer provided, it 
seemed as though there were hundreds of other questions left unanswered, or even worse 
— unasked. 
            In Language in Immigrant America, Dominica Baran argues that educational 
legislation instills in immigrant children “feelings of guilt and shame for speaking their 
home language, and constructing their home language as something transgressive” 
(Baran 2017, pg. 243). This argument implies that a lack of fluency and understanding in 
English also leads to similar feelings of guilt and shame. Furthermore, an unfamiliarity 




            In the United States, certain aspects of health insurance are sometimes discussed 
with the simplicity as one would discuss elementary school math. Insurance is a crucial 
commodity in our society, and it is difficult to be a born U.S. citizen without having had 
early experiences with insurance. In fact, I was an expert in the field by the time I was 
sixteen years old. My speeding tickets had skyrocketed my mother’s car insurance 
premium, and I was forced to pay for her car insurance myself. Although my early 
education at State Farm University was costly, it exposed me to common and important 
terms such as premiums and deductibles. But more importantly, this experience gave me 
fluency in a subject that is a major aspect of U.S. culture. 
 This level of cultural capital provides me with certain expectations when I deal 
with health insurance. I still have a lot to learn, but I am aware of many healthcare 
services available to me, while many immigrants are unaware of services provided to 
undocumented residents. Expanding access to immigrants is important, but does it really 
help if immigrants do not know that their access has been expanded? Ellos no saben (they 






I sought out to answer what are the healthcare experiences of Latinx immigrants 
with subsidized health insurance, living in the Greater Boston Area, and how does the 
HealthConnector system affect the lived experiences of Latinx immigrants? 
Massachusetts and its associated health policymakers have created a health insurance 
system that is better than most. However, that is not to say that the system is flawless. 
Disparities in health insurance coverage persist, and Latinx immigrants face more barriers 
to accessing health insurance than non-immigrant citizens. Moreover, Latinx immigrants 
from different countries face unique obstacles, which can make it easier or more difficult 
to navigate the complex U.S. health insurance system.  
The MassHealth marketplace provides expanded coverage, and a more convenient 
way to shop for health insurance. However, these resources are useless without the proper 
access for those who need them. The HealthConnector may have reduced the rates of 
uninsured across the board, but clear disparities in coverage persist, and create 
dependence on facilitators of access among those who seek help. Structural violence 
perpetuates and reinforces disparities, as the marketplace becomes more convenient for 
those who are familiar with the system and more confusing for those who are not. 
A level of dependence is created and reinforced for those who cannot complete 
the HealthConnector application online, alone. Whether they are dependent on telephone 
or in-person assistance, assistors become responsible for the ongoing healthcare access of 
clients. As soon as they find someone to assume the role of the navigator, the client 
expects to be taught about required documentation, future expectations, renewal 
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windows, and more. The client does not know what they do not know, which is why they 
seek out a navigator in the first place. Enrollment assistants work to increase their clients’ 
perception of and experience of their own agency, while inadvertently reinforcing the 
sense of not having it. But ultimately, consumers who see people like Sophia are enrolled 
in health insurance, which may be the most important battle of all. 
Mediating institutions, such as the HealthConnector, community health centers, 
and third-party assistants associated with both, are technical solutions to a problem that is 
not fundementally changing. They simply expedite ways for individuals to overcome 
built-in barriers to healthcare access, rather than eliminating the barriers altogether. 
Eliminating these barriers is the true solution to eliminating health coverage disparities. 
While these mediating entities are invaluable to the consumers, and have granted access 
to countless individuals, barriers created by the larger structures must be eliminated to 
have equal coverage. 
Recommendations 
Because a level of dependence is established between the enrollment assistants 
and their clients, the facilitators cannot simply enroll a patient in health insurance and be 
done with it. They must ensure that there are no future obstacles hidden from the client’s 
knowledge of the system. There needs to be a transfer of knowledge from the third-party 
help and the clients, so that they may be able to navigate the system on their own. This 
could take place anywhere from the HealthConnector level to Sophia’s level. At a certain 
point, the consumers need to be educated about what they are consuming. This not only 
gives the client more independence, but it also gives them a greater sense of agency. 
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Some institutions provide third-party assistants with flyers showing important 
MassHealth due dates for consumers, yet often these flyers are not handed out. 
Distribution of these flyers could be more regulated or more readily available to enhance 
the transfer of capital. 
If that is too great a task, or if the client embraces the role of a dependent, it 
should at least be the third-party’s responsibility to conduct follow-ups with clients — 
especially during the enrollment and renewal windows. Although MassHealth sends out 
letters to homes for reenrollment and renewal windows, postal mail is easily the most 
ignorable form of communication, and it does not account for the preference of the 
consumer. I do not see an issue with dependence on third-party assistance, as long as 
these third-parties are attacking barriers to care preventatively, rather than reactively. As 
seen in Sophia’s case with the six dollar contractual bill, a reactive approach cannot 
combat the influence of a system such as MassHealth. Even her mastery in the field of 
health insurance was not enough to give Jorge another chance after his window had 
passed. People like Sophia or the HealthConnector itself should implement flags for 
consumers in danger of losing their health insurance. If a consumer is flagged and 
notified, they can rest easy knowing that they will not lose their health insurance. 
More agency needs to be provided to non-English-speaking immigrants to 
determine the best way for them to navigate the health insurance system. Two studies 
have been conducted in which groups of people were given increased agency, as they 
were involved with projects to benefit themselves (Nimmon 2007). The first article 
followed a group of ESL-speaking, immigrant women in Canada, while they created a 
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participatory photonovel about nutrition. The study found that ‘the photonovel can be an 
effective health literacy tool for immigrant ESL-speaking women, that it created 
community among the women, that it helped the women feel important and that it shifted 
their consciousness about nutrition in Canada” (Nimmon 2007, pg. 337). The second 
article studied a high school in which failing students were allowed to construct their 
curriculum for the following year (McKay and Wong 1996). This study also proved to be 
a success. 
Increasing a population’s agency not only familiarizes the population with the 
subject, but it also empowers and creates more opportunities for the subjects. Perhaps if 
Latinx people were given more agency in the health policy landscape, they would 
acculturate and familiarize themselves to the health insurance system in a much more 
seamless manner. Furthermore, they may perceive themselves less as an outsider or an 
alien, and more of a citizen with agency. Something as simple as having the Latinx 
population construct a Spanish version of the online HealthConnector portal could result 
in a boost of agency, health literacy, enrollment rates, retention rates, and most of all — 
overall health. 
Limitations and Future Research 
One limitation of this study was that all of my participant-observation occurred in 
settings with exceptional dedication to the Latinx population. Both HealthMart and The 
Sanctuary are invested in facilitating care for all of their clients, and go above and beyond 
the typical expectations of third-party assistants. Even then, situations such as Jorge’s still 
arise. There is potential for future research in areas that do not provide such 
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comprehensive care. It would be useful to gain a better understanding of the relationship 
between third party assistants in locations that may be more representative of an average 
mediating institution. There is also potential for future research in the over-the-phone 
enrollment option for the HealthConnector, as a vast amount of Latinx immigrants apply 
thorough this method. It would be useful to understand how this may affect their 
perception of agency, as well as their ability to follow-up with application updates. 
Another limitation of my study was my small sample size, and only one interview 
with a (formerly) undocumented immigrant who had MassHealth. Ideally, I would have 
liked to learn more stories of Latinx peoples’ experiences enrolling in MassHealth, rather 
than only participant observation in Sophia’s office. One individual’s experience can be 
very telling as far as which barriers need to be addressed, and this provides a window for 
more potential research in the future. Another study with a larger sample size would be 
ideal for this population. However, the researcher would need to identify a way to recruit 
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